MISSOURI DIVISION OF HEALTH — STANDARD GERTIFICATE OF DEATH . W—MBWS
DO NOT WRITE RTM::;‘D:: puau;é;;‘;;f‘q?‘&‘g;;—:;gbﬁmuv Registration Dismrict No. [__?_;o_,_'.-__ltegi:rur‘: No. _ms STATE FILE NUMBER

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased livad. If institution: Residence before

a. COUNTY JACKBON a. STATE mSAS b. COUNT‘I'J‘OHN§QN adminion)

b. C(I)‘I"‘Y {If outside corporate limirs, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits
OR

TOWN - TOWN Y.
KANSAS CTTY days.. O OTATHE U N0
¢. FULL NAME OF {If NOT in hospital, giva location} nside (Tmits d. STREET {If cuviside, give location) Reside on Farm

HOSPITAL OR ADDRESS

INSTITUTION v A HOSPITAL Yesfd Ne D 585 _ﬁt I-Oula Yes J No O

3. NAME OF DECEASED First Middle 4. DATE Month Day Year
(Type or print)

v DEAT’H
JOHN A KRAMER Decenpber %! F%; _
5. SEX 6. COLOR OR RACE 7. Married B Never Married [J [6. DATE OF BIRTH | 9. AGE (lant birthday} | IF UNDER iF_ UNDER 24 HR

- Widowad Divarced [ Months | Days Hours Min.

Male white owed O 11.1-28 | 35
10a. USUAL OCCUPATION {Give kind of work dono 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country] | 12, CITIZEN OF WHAT COUNTRY
Egg m f of w &ng life, even If retired)

VS 300
Rev. 4759

52
2 gl 'S

DATE AMENDED

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

___JQQB_E;_KIEEQI______________Nell_Sgriqgﬁ?tP Delorﬁgﬁégan_xrame:______
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECUR! . 17. INFORMANT
(Yes, T' or un'lmuwn)J (Ifﬁ’fiva war or dates o va Delores Jean r, wife
I Hospital foicial_Beconda,JLJlkJ@%r__
INTERVAL Bi EEN

18. CAUSE OF DEATH (Enter only one cause p S—
PART |. GEATH WAS CALSED BY: ONSET AND DEATH

immeotate cause () MYQCARDIAL INFARCTION
Conditions, if sny, oue 1o vy CORONARY THROMBATIC ﬂ OCCULSION

which gave rise to
above cousa {a),

ing” camaew. ] bueTo (0 _CORONARY ARTERTOSCIEROSIS:

PART [l. OTHER SIGNIFICANT CONDITIONS CONTI!IBUTING TO DEATH but not related 1o the terminal PART 11l It decessed was fomale was
divease condition given in PART | (a} there a pregnancy in last 50 days.

 {
CONGENITAL SINGLE LEFT CORONARY ARTERY . [Cvs [ One | O unknown
19. WAS AUTOPSY 20a. ACCIDENT SUICEI]DE HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART Il of item 18}

O

it

20 TIME OF  Heul  Month, Day, Year |
ENJURY am,
pum.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 204. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK O farm, factory, street, office bidg., ete.}
NOT WHILE AT WORK [J

ZNA attended the deceasad fromﬁm}lgm, ?MELQ_’_W"

Death occurred at Q- 35 £l m on the date stated above, and to the best of my knowledge, from the couses stated.
71

\'r title 22b. ADDRESS 22¢. DATE SIGNED
A Hospital, Kansas City, Mo. 12-9-63

23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 73d. 1OC ncm (cw. mwn ar county) {State)
REMOVEL (5

2 Remev JZ'CI’LL-B O]R'H\e @emc%cﬁv LO/H D nsSan /‘(ﬁhs

24 FUNERAL DIRECTOR ADDRESS 25. DAITE RE¢D. BY LOCAL REG. 26. ISTRAR'S SIGNATURE
\.‘u ’:eh F/ﬁh’\‘l\qd FU“"*R“\ H""'\"‘—-—- /-7--/0-—(93 6&4.4%,@

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

I

tqghen Parks

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

{Liconsed Embalmer's Statement on Reverss Side)




P -

o TNol

il

1Y .- U N
A -~ STATEMENT BY' LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by me,

or by S I _+ -, Student Embalmer No.

working under my personal supervision.

Student S:gned/zzjl/\; a }\.-:f (ot

Signature of Student Embalmer /
o

Licenised Embalmer No. 17[':3 _J'

pri 4 '
P. O. Address g?‘Z(k::ﬂ-f/LP £ i)

Note:,. The above MUST .BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply
with the above consfitutes gr0unds for revocation of license). T
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng ’
If this body is not-embalmed, fact should be so stated above.
.




